The frequency with which, both in hospital and private practice, disease of this joint is met, and the good results obtainable by excision, as compared with those following a similar operation on any other of the larger joints, have been my reasons for the selection of this subject at this particular time.
The landmarks that are of prime importance for diagnostic and other purposes in the region of the elbow-joint are?the internal and external condyles, and the tip of the olecranon process. When the fore-arm is fully extended, the tip of the olecranon is slightly above the level of the intercondylar line; 1 Submitted as a thesis for the degree of M.D. in the University of when the fore-arm is at an open angle (130?) with the upper arm, the three points are on a level; when in complete flexion, the olecranon is below the intercondylar line. Viewed from behind, when the elbow-joint is a right angle, the position it naturally assumes in diseased conditions, the three points form the angles of a nearly equal-sided triangle?a triangle which is changed in character in fractures and dislocations, and is completely hidden in diseased conditions of the synovial membrane.
The head of the radius can be felt at the back of the joint in relation with the rounded external condyle, and the coronoid process of the ulna can, by firm pressure with the thumb, be felt in front in the cubital triangle.
The two condyles are on the same level as regards the axis of the humerus; but, in relation to the axis of the fore-arm, This is accounted for by the outward inclination of the trochlear surface of the humerus.
The muscular masses (supinators and extensors on the outer side, pronators and flexors on the inner side) serve to strengthen the joint in its lateral aspects. However free the movements of flexion and extension, no lateral movement exists in the normal healthy joint. These muscular masses, taking origin from the neighbourhood of the condyles, converge to form the cubital triangle, with its arrangement of veins, ulnars, and radial joining with the divisions of median to form the basilic and cephalic veins; with, also, the tendon of the biceps, the brachial artery, and median nerve all traceable in this space.
The ulnar nerve lies posteriorly between the olecranon and the internal condyle.
A bursa lies over the tip of the olecranon, and another under the triceps tendon above the apex of this process.
The joint is formed by the lower end of the humerus in contact with the radius and ulna. The great sigmoid cavity of the ulna articulates with the trochlea of the humerus, admitting of flexion and extension only. The head of the radius, with its slight depression, turns freely round the capitellum of the humerus, while the margin of the disc-like head articulates with the smaller sigmoid cavity of the ulna. Flexion and extension are limited by the coronoid and olecranon processes in their respective fossae. The radius is in most complete contact with the capitellum in the semi-prone and semi-flexed position of the fore-arm; in full extension the anterior margin of the head of the radius is just in contact with the capitellum; in complete flexion the margin of the head of the radius is in touch with the depression above the capitellum.
In the matter of ossification, four separate nuclei form in the lower end of the humerus ; in the capitellum, in the third year; in the internal condyle, in the fifth year; in the trochlea, about the twelfth year; and in the external condyle, in the fourteenth year. The To allow of the parts being seen, steel retractors are used. In clearing the condyles, much help is given by extending the arm fully to slacken the tissues at the seat of operation. In clearing the outer condyle and its ridge, care must be exerted to keep as close to the bone as possible, so as not to injure the expansion from the triceps tendon to the deep fascia of the fore-arm, for this is the future point d'appui of the triceps muscle by which extension of the fore-arm is to be obtained. The internal condyle is to be cleared with equal care, as in this part of the operation the ulnar nerve may be endangered. But it seems to me that this danger is greatly exaggerated. If the operator keeps his knife against bone with short, firm strokes, he will never see the nerve, and it could only be by some very unexpected slip of the knife that this structure could suffer. Doubtless, in the pre-anaesthetic days, when speed was a principal desideratum in all surgical procedures, and consequently careful dissection of the bones was not carried out, the nerve often suffered, more especially, too, if a transverse incision was part of the proceeding adopted. I -cannot but think that the present exaggeration of the danger 
